Objective: To study the variability of phenomenology in Chinese patients with anorexia nervosa in Hong Kong. Method: Longitudinal case studies of four patients. Results: The anorexic illness was not uniformly about the fear of fatness. Rather, patients' explanations for food refusal could change over time. A typology of anorexic phenomenology emerged; namely, fat phobic type I (fat phobia consistently present), fat phobic type II (fat phobia changing to non-fat phobic presentation), non-fat phobic type I (consistently nonfat phobic) and non-fat phobic type II (non-fat phobic initially, but fat phobic later). Conclusion: The variability of anorexic phenomenology challenges the current fat phobia paradigm and has implications on the diagnosis, treatment and psychometric assessment of eating disorders.
Introduction
Anorexia nervosa (AN) has been considered to be a homogeneous`western' entity. This is evident in authoritative diagnostic systems, such as the DSM-IV, which includes`intense fear of becoming obese, even when underweight' as an essential characteristic for diagnosing anorexia nervosa (1), irrespective of the race, nationality and the subculture to which the subject belongs. The contents of widely used research instruments, such as the Eating Disorder Inventory and the Eating Attitudes Test, also re¯ect the essentiality of such a`fat phobia' in the professional interpretation of AN.
However, growing cross-cultural evidence has challenged the belief that AN occurs only in western societies, and has indicated that the sociocultural pressure to diet is not always a crucial factor in leading to AN (2) . In non-western societies, AN exists but seems to consist of a heterogeneous group of individuals who do not necessarily attribute their food refusal to fat phobia (3) . The existence of such non-fat phobic' AN in Hong Kong has been corroborated by a long-term prospective study in the US, which demonstrated that atypical AN represents a valid nosological entity (4) . There is also evidence that the typical (fat phobic) vs. atypical (non-fat phobic) dichotomy in understanding AN is too restrictive, because patients may attribute their food refusal to different reasons during the course of illness (5). This paper brie¯y reports four Chinese anorexic patients and proposes a tentative typology of AN.
Case report 1 (fat phobic type I)
Miss A was a 24-year-old administration trainee whose present weight was 41 kg (height 1.59 m, body mass index (BMI)=16.2 kg/m 2 ). She came from a lower social class family of ®ve siblings, and described their relationships as`fair'. She was brought up in Hong Kong, and went to study in the UK after she ®nished form 4. There her weight rose to 50 kg and made her feel`obese' and swollen'. Her friends' negative comments on her body shape only added to her distress. She thus resolved to lose weight by rigorous daily gymnastic exercise and strict dieting involving only fat avoidance at ®rst, later only eating three apples a day. She became amenorrheic. The patient's mood went down, as did her concentration. For fear of death, she returned to Hong Kong to seek treatment at a weight of 36.4 kg. She consulted a general practitioner who referred her to us for psychiatric treatment for 2.5 years. Her weight increased to 41 kg, albeit with persistent amenorrhoea and two binges per week. Throughout treatment she expressed a strong fear of becoming fat as well as ambivalence about her bisexuality. She was complacent with 41 kg and self-induced vomiting as an ef®cient method of weight regulation.
Case report 2 (fat phobic type II)
Miss B was an 18-year-old student with a weight of 38.6 kg (height 1.61 m, BMI=14.9 kg/m 2 ) at referral. With a premorbid weight of 49 kg, she equated slimness with beauty and a means to gain social acceptance. To her, fatness was a symbol of ugliness and inef®ciency as well as an object of ridicule. She also thought that slimness conferred con®dence and power, and greatly facilitated a woman's career and heterosexual relationships. Miss B came from a family in which she regarded herself as the less favoured of two children. Her chronic inferiority was exaggerated when her parents gave all their attention to her elder sister, who had developed AN 6 months previously. Against this backdrop, she emulated her sister's food restriction habit and lost weight steadily. She saw such weight reduction as a protest, and the sense of control thus derived gave her great satisfaction. Her peers' initial praise further boosted the sense of success. Contrary to her mother's apprehension, she saw amenorrhoea as convenience. However, when her weight decreased by over 5 kg, she no longer felt able to control her intake and was worried that without medical attention she could die. She was also saddened by her parents' self-blame and her sister's guilty feelings over having caused her illness. At this point, she no longer felt any fear of fatness and was ashamed of her thinness. Her stomach bloating notwithstanding, she gained weight to 44 kg, and learned how important her family was to her. She lost her former fear of fatness and decided to`live in moderation' in the future.
Case 3 (non-fat phobic type I)
Miss C was a 38-year-old clerk who appeared strikingly young for her age. Although she never experienced any fear of fatness, she developed AN 16 years ago when her BMI decreased from 18.9 to 14.0 kg/m 2 . She came from a disharmonious family in which frequent con¯icts had intimidated her since childhood. Bad school results overwhelmed her with worries over the future. Most unfortunately, she suffered from sexual abuse by her father, resulting in intense but suppressed anger that manifested itself in food refusal at the dining table. She loathed the sight of food, which reminded her of her father, a voracious eater. She avoided food (especially meat and fat) favoured by her father in order to silently protest against him. She ascribed her meagre food intake to stomach bloating and poor appetite instead of fat phobia. Every family meal was a torture for her. When she was hospitalized her father blamed her for faking an illness, while her neighbours labelled her as`crazy'. She became socially isolated but, notwithstanding her emaciation and amenorrhea, Miss C held a job throughout the years and was even promoted. As her condition became chronic, she felt that she had wasted the best time of her life. She considered her illness a problem of living, not dieting. Fatness was never an issue for her.
Case 4 (non-fat phobic type II)
Miss D was a 23-year-old university student with a 9-year history of AN. She came from a family of six that enjoyed stable income as well as relatively harmonious relationships. Prior to the onset of her anorexic illness, she was comfortable with being nicknamed a`fat little girl' and was satis®ed with her body shape. At 13 and owing to examination pressures, she complained of epigastric pain that led to reduced food intake and progressive weight loss from 46.8 to 35.9 kg (BMI=14.8 kg/m 2 ) within a few months. She became amenorrhoeic and constipated, as well as irritable towards her mother. She visited the emergency department because of a syncopal attack, but repeated medical investigations including upper endoscopy were negative. She did not engage in exercise, bingeing or vomiting to reduce weight. Symptoms of major depression were not elicited. She responded to 5 months of out-patient counselling, during which she described her food refusal as an act of resistance against her mother. She maintained a weight of 41 kg and adequate social functioning. During form 7, she gained weight to 48 kg owing to eating snacks while studying for A-levels in the evenings. She developed a strong fear of fatness, dieted, and engaged in self-induced vomiting and laxative abuse for 4 months. Her weight dropped to 36 kg. Worried that this could ruin her, she sought psychiatric help again and her weight returned to 48 kg. At a weight of 43 kg, she exhibited fat concern at the last follow-up.
Discussion
The above cases illustrate the variability of anorexic phenomenology and tentatively suggest a typology of AN as follows: 1) fat phobic type I (fat phobia consistently present), 2) fat phobic type II (fat phobia changing to non-fat phobic presentation), 3) non-fat phobic type I (consistently non-fat phobic), and 4) non-fat phobic type II (non-fat phobic initially, but fat phobic later). The ®rst type represents`typical' fat phobic AN as de®ned in the DSM-IV (1), and is probably the most common form of the illness in the community nowadays. The second type is representative of patients that clinicians often encounter, namely, fat phobia is present initially, but diminishes or disappears as weight loss becomes advanced or chronic. The sufferers then do not report any desire to be thinner and say that they want to gain weight (3, 6) . The third type is`atypical' AN frequently found in older, male or premorbidly slim patients, especially in non-western societies (3). The fourth type adds to the diversity of anorexic phenomenology. As a formerly slim and non-fat phobic patient gains weight she may well develop a degree of fat concern which is now collectively present among young females in modern societies, be they western or nonwestern. Among sufferers of childhood onset AN, fat phobia is also not uncommonly absent but emerges as treatment progresses (7). Others may simply not be able to articulate the reasons why they have lost weight (6) .
There are at least four explanations for the absence of fat phobia in AN patients. The ®rst and conceptually the simplest is that these patients deny' or conceal fat concern, thereby deceiving their doctors and/or family members. However, this simplistic speculation is not supported by our clinical and research experience, and certainly cannot be an adequate explanation for the majority of non-fat phobic patients in Hong Kong (3). The second explanation is that non-fat phobic AN is really a form of somatized or atypical depression associated with marked weight loss. However, this is contradicted by patients' relatively low ratings on depression, and the lack of ef®cacy of antidepressant drugs in AN. The third explanation is that since non-fat phobic patients are usually premorbidly slim, the urge to shed fat is not an issue for them. This is supported by the fact that about 15% of constitutionally slim young women in Hong Kong desired to gain rather than lose weight, but it cannot account for the variability of fat experience within the same patient. The last explanation is that non-fat phobic patients come from subcultures in which fat phobia is not an effective idiom of distress. Rather, as in historical accounts of AN (3), non-fat phobic rationales for non-eating provide better excuses for food refusal in patients' local worlds. This explanation may be partly true, but is not entirely compatible with the ®nding that some 80% of young females in Hong Kong do feel distressed about being fat even though they are slim.
Clearly, anorexic patients' attributions for noneating are more complex than the DSM-IV would have us to believe. The second and fourth patients further indicate that the`typical' vs.`atypical' typology of AN is inadequate. In fact, fat phobia in AN is not an immutable core symptom, and that fat phobic and non-fat phobic anorexic experiences are not mutually exclusive. Anorexic attributions can change with body weight, chronicity, age and, above all, many contextual factors (5) . This is congruous with evidence in social psychology and anthropology that psychological attributions are generally mutable (8) . Among anorectic patients, attributions for food refusal may represent a point of entry into the dynamic interpersonal processes and changing symbolic meanings of the illness. Thus, as a fat phobic anorexic subject's emaciation becomes irreconcilable with everyday aesthetic instincts, she may be blamed for risking her life and causing immense pain to family members. At that point, she may develop a different attribution about her food refusal and weight loss, such as stomach bloating, as in case 2.
All existing psychometric instruments for eating disorders rest on the central construct of fat phiobia. If they are used in epidemiological studies, non-fat phobic AN may well be screened out (8) . It is unclear if this accounts for the typically low rates of AN found in most community studies. Since the variability of AN phenomenology challenges the current fat phobia paradigm and has implications on the diagnosis, treatment, psychometric assessment and prognosis of eating disorders, more attention to non-fat phobic anorexic experience is warranted.
Invited comment
Anorexia nervosa (AN) is a complex multiply determined illness and variations in the phenotypic manifestation of the disease are to be expected. However, there has been an ongoing debate during the last decade as to what features are core symptoms. The disease has shown a remarkable adaptability to cultural norms, excessive physical training is now often an essential feature of the illness, as is the avoidance of fat intake; 2 decades ago AN patients avoided carbohydrates. The obstinate irrational resistance to maintain normal body weight is considered to be a de®ning aspect of AN. Nevertheless, several authors have questioned the centrality of both weight phobia and body image disturbance in historical accounts of the disorder (1) . The absence of these features in patients with sustained abnormally low weight has been seen in epidemiological and clinical accounts from non-western countries (2, 3) . Also these nonweight-phobic patients constitute in western countries a signi®cant proportion of treated AN patients (in one study 20%) and there is reason to believe that these atypical patients have a less malignant outcome (4) . The present authors have given a valuable contribution to the debate about whether weight phobia is always necessary for the diagnosis of AN (as it presently is in both DSM-IV and ICD-10) and the nature of this enignatic illness can only by uncovered by thorough clinical description of its varied manifestations.
